= MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEFARTMENT OF PUBLIC MEALTH AND wELFARE31

Registration District No. --___________8....Pr|mnrv Registration District No. 10'0,3__negumr ‘s No. 1033

2. uUsuaL RESIDENCE (Wherl deceased lived.

#63<041837

STATE FILE NUMBER

DO NOT WRITE

ON THIS STUB NoEe

o pTACE OF DeaTH If inslitution: Residence before

VS 300
Rev. 4/59

—

a. COUNTY

a. STATE

MO,

b COUNTY

admision}

b. CITY (If autside corporate limins, give TOWNSHIP only]

rown ST, LOULS MO

Length of stay in 1b

c. CITY
OR
TOWN

ST.LOUILS

Inside Limirs

Yes [J No O

¢. FULL NAME OF {if NOT in hoapital, give location}
HOSPITAL OR
INSTITUTION

ngice Limits

d. STREET
ADDRESS

(If eutsida, give locstion)

Reside on Farm

ST.LOUIS CITY HOSP, #1, |¥=0 NeD

3. NAME OF DECEASED
(Type or print)

3715 OLIVE
4. DATE Month Day

DEO.:‘IH SEPT, 30’ 1963

GE {les* birthday) | IF UNDER | YEAR
’

) m Months Days
10b. KIND OF BUSINESS OR INDUSTRY| [1. BIRTHPLACE (City and sfate or country)
ONZ UUNKNOWN 4
13b. MOTHER'S MAIDEN NAME

I M) 2N
16, SOCIAL SECURITY NO_ [ 17,

Yea[J Ne[d

DATE AMENDED

First
5. SEX 6. COLOQR OR RACE
p e
MALE WHITE
102, USUAL OCCUPATION (Give kind of work done
during most of working lifa, aven if r\_roirﬁ)‘ﬂ

Middle Yeor

MOORE

Never Married [] |8. DATE OF BIRT|
Divorced [] KNOV

7. Married
Widewed

IF UNDER 24 HR
Hoaurs Min.

12. CITIZEN OF WHAT COUNTRY
2?27?72
R

T4. NAME OF HUSBAND OR WIFE

|l el N

13a. FATHER'S NAME R

UNKNOWN

15, WAS DECEASED EVER IN U.5. ARMED FORCES?
(Yes, no, or unlmown)l {If yes, give war or dates of servic

INFORMANT Address

ST IOUTS CTTY HOSP, .

Y > 4 ﬁ%/@ Frepfnis
vt 1o Lttt Pallpiptetinpni
B oyl easlp s plursrletas

FICANT NDITIONS CONTRIBUTING TO DEATH but nat related 1o the terming!
PART 11, OTHER SIGNIFICANT COl ere e ey in Temo%0 e

disease condition given in PART | {a}
3 3 "\* I O Yes ] No I O Unknown

20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART ) or PART If of item 18.)

O™~

2 2
18. CAUSE OF DEATH (Entér anly one couse per line
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

TNTERVAL BETWEEN
ONSET AND DEATH

=]

—
—

—
Z
Lt
=
jun |
)
O
a

\

Conditions, if any,
which gave rise to
above cause (a),

INSTEAD OF

51§
A
Y

PART 11l If decansed was  female waos

b

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

19. WAS AUTOPSY
PERFORMED?
YES O NO ?

20c. TIME OF
INJURY

20a. ACCIDENT  SUICIDE  HOMICIDE
O O 0

Hou Month, Day, Year |
a.m.

p.m.

20d. INJURY OCCURRED
WHILE AT WORK [
NOT WHILE AT WORK [

MEDICAL CERTIFICATION

08, PLACE OF INJURY [e.g., in or sbout home, | 204. CITY, TOWN, QR LOCATION

form, Tactary, strewt, office bldg., etc)

9/18/63 lo_QBQLba—and last saw :I',:‘ allve on—mw—
QiJD_L.__m on the dote stated above, and to the best of my knowledge, from the causes stated.

ﬂ{ 2 wé] @/0 Z2c. DATE SIGNED

151 9/30/63
23c. NAME OF CEMETERY DR CREMATORY  ©

(State)
Anatomical Bogrg

25. DATE RECD. BY LOCAL REG.

0CT 17 1963

{Licansed Embaimer’s Siatement on Reverse Side}

OR
TYPEWRITER RIBBON

21, | ettended the deceased from

Death otcurred sl

23a. Bgagvlhfn(gMAT(!yo)N' 23h. DATE
R peci
16-3/=6 3|
A A TOMICAL BOARD, 1402 S. GRAND

22b. ADDRESS

USE BLACK INK

LR
u

FAYLRTTE _4A
Tad. LOCATION {Cily, town, or county}

St. Imms Mo.

3 RE% fynﬂ% /70

SHOULD READ

FHILLIS

BY AFFIDAVIT OF

ITEM NO.




S

o -
TITIIA

STATEMENT 8Y LICENSED EMBALMER

AR

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or-by - _ Student Embalmer No.

\;vorking under my personal supervision.

Student

Sipnatyre of Student Embalmear

Licensed Embalmer No.

" . - P. O. Address
N L
Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation. of license).
If embalmed by a STUDENT, he also shall sigr in.his. OWN" handwriting. -~ *.,
{f this body is not embalmed, fact should be so stated above.

-
S




